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Cor triatriatum is a rare congenital anomaly in which a ﬁbromus-
ular membrane divides the left atrium into two  distinct chambers.
he incidence has been reported as 0.1–0.4% of congenital heart
isease [1,2]. Cor triatriatum is frequently associated with other
ardiac abnormalities [3]. In adults, the most common abnormali-
ies associated with cor triatriatum are mitral regurgitation, atrial
eptal defect, and the presence of left superior vena cava with
nroofed coronary sinus. Less common associated abnormalities
nclude an anomalous partial pulmonary venous connection. Cor
riatriatum most commonly manifests itself in infancy or child-
ood, but in some cases it does not appear until later. The most
ommon symptoms present in adults are dyspnea, hemoptysis, and
rthopnea. The proposed reasons for the late conversion of asymp-
omatic cor triatriatum to a symptomatic state are thought to be
ne or more of the following precipitating factors: ﬁbrosis and cal-
iﬁcation of the oriﬁce in the anomalous septum; the development
f mitral regurgitation; and the development of atrial ﬁbrillation.
or triatriatum can be asymptomatic and may  be detected as an
ncidental ﬁnding in a patient who has echocardiography for other
easons. In general, this represents the unobstructed form that
equires no early interventions. It is possible that diagnostic accu-
acy has increased recently, in step with the development of such
nvestigative procedures as transthoracic echocardiography (TTE),
ransesophageal echocardiography (TEE), computed tomography,
nd magnetic resonance imaging. This would account for a recent
ncrease in the reported frequency of cor triatriatum.
In this issue of the journal, Umemura et al. [4] report a case of
or triatriatum which was detected incidentally during mitral valve
epair operation. Preoperative cardiac catheterization showed no
vidence of pulmonary hypertension despite the presence of signif-
cant mitral regurgitation and poor left ventricular function. Thus,
t appears that the oriﬁce of the abnormal septum in the left atrium
as thought to be large enough for adequate pulmonary venouseturn. TEE had not been performed before operation. In Japan, TEE
s generally performed for patients with mitral regurgitation before
alve repair operation. As the authors mentioned, preoperative TEE
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The  remarkable point of this case is that the diagnosis of cor tri-
atriatum was  made by intraoperative TEE, although this condition
might be found after left atriotomy even if intraoperative TEE were
not performed. The use of TEE during cardiac surgery has increased
dramatically in the past 20 years. TEE is now widely accepted as
a routine monitoring and diagnostic tool [5,6]. Among the vari-
ous techniques for intraoperative hemodynamic management, TEE
is considered promising. The unique ability of TEE in direct, real-
time visualization of cardiac structures provides an invaluable role
in the intraoperative management of cardiac surgery as well as
non-cardiac surgery. Cardiac surgeons have become accustomed
to relying on intraoperative TEE ﬁndings to assist in the planning,
execution, and evaluation of surgery. TEE has a substantial impact
on surgical decision-making. In a retrospective analysis of 12,566
procedures, TEE before cardiopulmonary bypass led to a change
in planned surgery in 7% of cases [7]. The majority of changes in
planned surgical procedures are predictable changes. In these cases,
ﬁnal decision-making about actual surgical procedure is deferred
until the time of operation. Actual procedures such as the type of
surgery and choice of artiﬁcial valve are decided by the intraopera-
tive TEE ﬁndings immediately prior to the procedure. On the other
hand, intraoperative TEE may  allow the detection of a new lesion
not previously suspected from clinical examination or preopera-
tive investigation as in the present case. Thus, widespread use and
increasing experience of intraoperative TEE are desirable. The rate
of unpredictable changes of the surgical procedure following the
intraoperative TEE may  be related to the quality of preoperative
investigation. Any changes in surgical procedure may  have signif-
icant implications for the patient, including issues of consent, and
inﬂuence on overall morbidity and mortality from the magnitude of
the procedure. Both the appropriate preoperative evaluation of the
patient and the ﬂexible intraoperative surgical decision-making are
important. A multidisciplinary team approach including referring
cardiologist, ultrasonographer, operating surgeon, and anesthesi-
ologist is needed for successful cardiac surgery.
References
1] Niwayama G. Cor triatriatum. Am Heart J 1960;59:291–317.
2]  Jorgensen CR, Ferlic RM,  Varco RL, Lillehei CW,  Eliot RS. Cor triatriatum. Reviewof the surgical aspects with a follow-up report on the ﬁrst patient successfully
treated  with surgery. Circulation 1967;36:101–7.
3]  Oglietti J, Cooley DA, Izquierdo JP, Ventemiglia R, Muasher I, Hallman GL,
Reul Jr GJ. Cor triatriatum: operative results in 25 patients. Ann Thorac Surg
1983;35:415–20.
vier Ltd. All rights reserved.
1 iology
[
[
[
[28 Editorial / Journal of Card
4] Umemura R, Ohata T, Watanabe T, Yanazume T. Surgical repair of severe
mitral  regurgitation complicated by incomplete cor triatriatum. J Cardiol Cases
2014;9:29–31.
5]  Shanewise JS, Cheung AT, Aronson S, Stewart WJ,  Weiss RL, Mark JB,
Savage  RM,  Sears-Rogan P, Mathew JP, Quin˜ones MA,  Cahalan MK,  Savino
JS.  ASE/SCA guidelines for performing a comprehensive intraoperative mul-
tiplane transesophageal echocardiography examination: recommendations of
the American Society of Echocardiography Council for Intraoperative Echocar-
diography and the Society of Cardiovascular Anesthesiologists Task Force for
Certiﬁcation in Perioperative Transesophageal Echocardiography. Anesth Analg
1999;89:870–84.6] Cheitlin MD,  Armstrong WF,  Aurigemma GP, Beller GA, Bierman FZ, Davis JL,
Douglas PS, Faxon DP, Gillam LD, Kimball TR, Kussmaul WG,  Pearlman AS,
Philbrick JT, Rakowski H, Thys DM,  et al. ACC/AHA/ASE 2003 guideline update
for the clinical application of echocardiography: summary article: a report of
the American College of Cardiology/American Heart Association Task Force on Cases 9 (2014) 127–128
Practice  Guidelines (ACC/AHA/ASE Committee to Update the 1997 Guidelines for
the Clinical Application of Echocardiography). Circulation 2003;108:1146–62.
7] Eltzschig HK, Rosenberger P, Löfﬂer M,  Fox JA, Aranki SF, Shernan SK. Impact
of intraoperative transesophageal echocardiography on surgical decisions
in  12,566 patients undergoing cardiac surgery. Ann Thorac Surg 2008;85:
845–52.
Hiroshi Imamura (MD) ∗
Department of Emergency and Intensive Care
Medicine, Shinshu University School of Medicine,
3-1-1 Asahi, Matsumoto 390-8621, Japan∗ Tel.: +81 263 37 3018; fax: +81 263 37 3028.
E-mail address: imamura@shinshu-u.ac.jp
